Approximately 25% of adults in the United States have hypertension, and hypertension prevalence among Blacks is 50% greater than among Whites. 2 Between 1960 and 1991, age-, sex-, and race-specific prevalence rates for hypertension decreased for every US subgroup except Black men aged 50 years and older.3 To identify barriers to hypertension control among African Americans, we surveyed randomly selected African American households in Milwaukee's inner city to assess hypertension control and medical care use. Because churches and community organizations have been identified as potentially effective avenues for improving control of high blood pressure in the inner city,4 we assessed the participation of inner-city residents in these organizations.
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Methods
Our survey methods have been described elsewhere. 5 We identified census tracts with predominately African American residents and interviewed only members of African American households. Interviewers attempted to interview all household members over the age of 18. To create a socioeconomic gradient within census tracts, we ranked each of the census blocks in areas of interest into higher (upper (Table 1) .
Women were more likely than men to have seen a physician within the past 3 months (P<.0001), and 79% of women and 62% of men had seen a physician within 6 months of the survey ( Table 2) . Length of time since having seen a health care professional was related to SES for women (P < .05), but not for men; those women in the higher stratum were more likely to have seen a physician within the previous 3 months. More hypertensive (64%) than normotensive (54%) individuals had seen physicians within the past 3 months (P < .02). Among hypertensive individuals, having seen a physician within the past 3 months was not associated with greater blood pressure control (P > .4).
A usual source ofmedical care was identified by 78% of men (Table 3) .
More women than men in the sample attended religious services within the past year (36% vs 27%; P< .03), and for both sexes, church attendance and involvement in community activities increased with increasing SES (P<.01). In the lower stratum, only 26% ofmen and 33% ofwomen had attended any community activity during the past year.
Discussion
Our findings document that uncontrolled hypertension continues to be a major American Journal of Public Health 1697 Results of a more recent national survey also indicate that compared with White persons of higher SES, low SES Whites and Blacks were less likely to be seen in physicians' offices, and the use of hospital outpatient departments and emergency rooms was approximately double that of White persons ofhigher SES. '9 Although access to medical care has been shown to contribute to hypertension control in the inner city,20 our observations show a high prevalence of uncontrolled hypertension despite the availability of medical care in Milwaukee's inner city. Most respondents had seen a physician within 6 months prior to the survey. Consistent with this conclusion is the observation that 85% to 98% of patients admitted for hypertensive emergencies to inner-city New York hospitals had previously been diagnosed and treated for hypertension, suggesting that uncontrolled hypertension is primarily related to nonadherence to treatment rather than failure to diagnose or initiate treatment. 2' Access to medical care does not necessarily equate to effectiveness of care. Communication between physicians and patients may be less effective when the patient is of lower SES.22 One large US study reported that the quality of care was slightly worse for the poor than for the nonpoor. 23 In the current study, although individuals with higher SES were more likely to have been seen in private physicians' offices, the prevalence of uncontrolled hypertension was similar among individuals receiving medical care from private and from nonprivate providers.
In conclusion, uncontrolled hypertension continues to be a major health problem among inner-city Afican Americans, more so for men than for women. Despite a high prevalence of hypertension and uncontrolled hypertension, most respondents to the survey reported receiving medical care. Relatively few individuals reported participating in religious organizations or other community activities. On the basis of these observations, we suggest that developing methodologies to improve the effectiveness of provider-patient contacts within the health care system would be a fruitful approach to the challenge of uncontrolled hypertension in the inner city. D Although early detection methods have proven effective in preventing breast, cervical, and colorectal cancer in women more than 50 years of age, such methods remain underused.' In particular, low-income women use them least, resulting in lower survival and higher mortality in this group than in the remainder ofthe population.2
Many studies have identified physician recommendation as an important determinant of a patient's decision to undergo cancer screening.3-9 Despite this key role, many physicians do not adhere to national guidelines for cancer screening with their patients.
Many methods (singly and in combination) have been used to improve physicians' delivery of preventive care, including computer-generated reminders, medical record checklists, continuing education, and chart audits with feedback.1019 Financial incentives can influence physician treatment behavior, but their ability to affect the delivery of preventive care has not been documented.'6"1>2'
We studied whether a combination of financial and nonfinancial incentives for physicians could improve compliance with cancer screening guidelines in a Medicaid health maintenance organization (HMO) .
Methods
This randomized controlled trial evaluated an intervention designed to improve physician compliance with cancer screening guidelines for women 50 years of age and older. We conducted the study from 1993 to 1995 with Healthcare Management Alternatives mIc, a Medicaid managed care organization located in Philadelphia. Healthcare Management Alternatives is structured like an independent practice association, with provider sites paid by capitation. Its patient population is 76% Black, 13% White, 8% Asian, and 3% other.
Cancer screening guidelines were adapted from national recommendations that women 50 years of age and older receive an annual breast examination, mammogram, Pap smear, and colorectal screening (fecal occult testing or sigmoidoscopy).
We randomly assigned the largest 52 primary care sites to the intervention or usual care. We stratified the randomization by
